Introduction
There is abundant evidence of excess morbidity and mortality from physical illness among people with mental disorders [1] [2] [3] [4] [5] [6] [7] [8] . In addition to adverse effects of medication, living conditions, the higher risk of poverty and social deprivation, a lack of physical health monitoring and unhealthy lifestyles can contribute to somatic co-morbidity [2, 9, 10] . In particular, low levels of physical activity, poor dietary habits and excess nicotine and alcohol use are likely to contribute to poor physical health and early death [4, 7, 9, 11, 12] . However, the awareness of somatic risk factors does not automatically translate to healthy behaviour [13] . Behavioural risk factors can be modified [14] [15] [16] [17] [18] [19] [20] , and the risk of physical illness decreases stepwise as positive health behaviour increases [21] . Also, there is evidence suggesting that health promotion can be effective and cost effective in the general population, although many health promotion activities require sustained behaviour change. In a systematic review of studies evaluating interventions aimed at changing health behaviour in one or more of the areas of nutrition, physical exercise, smoking, alcohol misuse, sexual risk taking and illicit drug use, Jepson et al. [22] have gathered a large body of evidence which illustrates that there are many interventions that have achieved change across a range of health behaviours. of eight studies indicated significant effects of lifestyle interventions on body weight. However, a weight reduction of 5% or more as considered by the UK Department of Health to significantly reduce the risk of physical health problems was not found in any of these studies. In a more recent systematic review, van Hasselt et al. [25] identified 22 studies evaluating four types of intervention, health education (n=9), exercise (n=6), smoking cessation (n=5) and changes in health care organisation (n=2). In six studies an intervention effect on weight loss was reported, and in four studies the intervention had an effect on smoking cessation. However, in most of the studies a high drop-out rate was reported. The authors concluded that indirect interventions targeting health care practice could be more effective than interventions focusing on lifestyle change. In a systematic review of interventions for smoking cessation in patients with schizophrenia Tsoi et al. [26] found evidence of the effectiveness of a pharmacological intervention (with bupropion) but no evidence of the effectiveness of non-pharmacological interventions. Since the number of studies included in the review was small, the authors suspect that negative side-effects of buproprion might not have been identified due to the lack of power. In a systematic review of the cost-effectiveness of interventions for physical health promotion in care systems for people with severe mental illness (SMI), Park et al. [27] identified 11 studies. Only four studies that included patients with anxiety and depression evaluated the economic consequences of lifestyle interventions. The authors concluded that there is only very modest evidence for the cost-effectiveness of lifestyle interventions in people with SMI.
The HELPS project aimed to establish health behaviour interventions which might be effective and feasible in people with SMI living in health and social care facilities in Europe. The starting point of this project was the impression of a lack of effective and feasible intervention strategies to reduce physical health risk behaviour in people with SMI. The overarching aim of the HELPS project was to develop a toolkit that would empower adults with SMI to manage their physical health and encourage their participation in health promotion activities. The toolkit should be perceived by both people with SMI and mental health professionals to be acceptable, feasible and likely to help improve health lifestyles among residents of mental health care facilities across Europe. In contrast to a single intervention strategy the idea behind the development of the HELPS toolkit was to assemble a number of instruments and tools which would allow staff in different mental health care settings to assess the specific needs of the target group in the particular setting and select parts of the toolkit that best match these needs. Furthermore, the intervention was to develop a toolkit covering physical co-morbidity in mental health settings in different countries with differences in health care systems and policies and to promote service user autonomy and empowerment. This article describes the development of the toolkit and the results of a pilot study of its feasibility in mental health care facilities across Europe [28] .
Methods

Building a European expert network
A European expert network was initiated with the intention to gather information on the scope of the problem and intervention strategies available in a range of European countries. The task of the expert group was to collect country-specific information and search for data and documents not published in international journals. Focus groups with patients and experts were conducted.
Focus groups
A qualitative exploratory approach consisting of focus groups was used to collect information. Qualitative methods are most productive when the research addresses the needs and abilities of the target population [29] , and focus groups are an established methodology for qualitative data collection from particular target groups (e.g., professional or patient groups) that can be used to explore issues in this way [30, 31] . Unlike single person interviews, the focus group technique is built on the notion that group communication encourages participants to explore and clarify individual and shared perspectives [32] and to work with group interaction processes to uncover hidden attitudes [33] . Between May 2008 and September 2009, a total of 52 focus groups (27 focus groups with people with mental illness and 25 focus groups with health professionals) were conducted. Each focus group had 3-16 participants, and a total of 372 persons (191 patients, 181 professionals, i.e. nursing staff, social workers, domestic assistants, psychologists and psychiatrists) took part.
Participants were recruited from psychiatric and social health care facilities. Focus groups were fully transcribed, and computer aided content analysis was conducted in all centres. Results of the content analyses were translated into English and sent to the co-ordinating centre. The co-ordinating centre revised the sub-code analyses where necessary, conducted further analyses to identify primary categories and compiled the results. Research questions were: (1) Which physical health problems do you/ do people with mental illness experience? (2) In your view, what are the conditions and causes that lead to these physical health problems? (3) What do you think could be done to promote the physical health of people with mental illness?
Toolkit development
Based on the results of the focus groups the members of the expert network decided which behavioral health risks should be covered by the toolkit and which type of assessment instruments and which type of interventions should be included (Figure 1 ). The principal criterion for the selection of intervention programs was intervention feasibility in a broad range of mental health care facilities across participating countries.
An international version of the toolkit was produced in English and then translated into the 13 other languages represented by the network.
HELPS toolkit training workshops
A training workshop for the application of the HELPS project was developed. A manual for the use of the toolkit was developed and translated into national languages. Training workshops for toolkit use were conducted in all participating countries.
Feasibility study
Feasibility of the HELPS toolkit was examined three months after the training workshops by means of a feedback questionnaire in ten project-associated countries 1 . The HELPS toolkit feedback questionnaire included standardized questions on the general evaluation, acceptability, content, practical use, source material and the effectiveness of the toolkit. In addition, participants were asked to answer several open questions regarding toolkit use, satisfaction with the toolkit and suggestions for toolkit improvement (Figure 2 ).
Ethics approval
The study protocol was approved by the ethics committee of Ulm University (co-ordinating centre). Participating centres obtained ethics
Results
Results of the focus groups
Service user and staff focus groups identified service user expectations and the level of commitment among service users and staff to support interventions. The physical health problems most often mentioned by patients and witnessed by staff were weight problems (e.g. increased weight, obesity), diabetes, hypertension, problems of the circulatory system, cardiovascular problems, gastrointestinal problems, and general aches and pains. Further symptoms mentioned were poor dental health, stroke, tremors (of the fingers or legs), lethargy and weakness, high cholesterol, urinary problems and arthritis. Cancer, dehydration, thyroid problems, and sexual health were also mentioned by several individuals. Over all, patients stressed weight and nutritional problems, gastrointestinal problems and pain while professionals emphasized lung problems (COPD), poor dental health status, infections (e.g. hepatitis), and the metabolic syndrome.
Many general and some specific causes of physical health problems and risk factors were mentioned. During the course of the discussions a number of (a) behaviour patterns and lifestyle aspects, (b) environmental circumstances, system-related factors, (c) treatment-related factors and (d) illness itself and person-related aspects were repeatedly raised.
The broad topic area discussed in the focus groups included the participants' relationship with their social environment and their opinions concerning mental health service provision in their respective areas. During the course of the discussions a number of key issues were repeatedly raised. These were: side-effects from medications, lack of education and relevant information, and lack of resources (e.g. time for medical support and consultation, money, medical equipment).
Both participant groups' repeatedly emphasized side-effects from medication as a main cause of the physical symptoms which participants claimed contributed to increased weight and obesity, dry mouth which could be linked with further oral-health problems such as caries, constipation, hypertension, tremor, weakness, tiredness, and feeling tired.
Poor diet was generally mentioned as a cause of physical health problems; however several participants stated that this should be viewed with respect to an individual's right to choose what they eat. Eating behaviour patterns and conditions such as ordering fast food on inpatient wards and patient's shopping for their own food to be cooked in social residential care services were discussed. The same applied to other lifestyle behaviours such as smoking and alcohol consumption.
Patients and staff emphasized that education is important for illness management and health promotion, and also for physical health-related issues. The provision of information on healthy nutrition, smoking cessation, sports activities/exercises, and the effects of psychiatric medication on physical health were cited as particularly important.
Providing patients with the means to live a healthier lifestyle was also discussed, including the provision of healthier food in psychiatric and social health care facilities and more sporty activities for patients such as exercise and access to a gym or sport studio. Increasing co-operation between staff of mental health care facilities and general practitioners was also repeatedly cited as important. The need to spend more time with patients in order to boost their motivation was also discussed. Two main categories of motivators emerged from these discussions: "initiating motivation" was deemed relevant in initiating change in health behaviour, and "sustaining motivation" was considered important to help maintain the behaviour change. When asked about what behaviours should best be changed to reduce physical illness, participants cited changing diet, exercising, and quitting smoking. Examples of interventions were cited, with patients and residents of mental health care facilities preferring active learning (hands-on experiences) coupled with group classes for education where group members would help motivate and support each other. They also mentioned the need for skill-building interventions. "Passive learning" with self-help books or DVDs and information via the Internet was viewed as helpful by the staff, but this learning strategy was assessed rather negatively by patients.
Findings on prevention showed the highest level of variation across countries and participants, particularly with regard to implementation and realization of interventions: Professionals focused on illness-related barriers and limited institutional resources whereas service users asked for group classes on education and social support coupled with active learning experiences (skills training with hands-on experience), particularly in the fields of illness management, weight management and living skills.
The selection of Motivational Interviewing as a general approach for health promoting interventions
Results of the focus groups indicated that physical health problems of people with severe mental disorder are related to complicated interactions between motivational and environmental factors. The main problem in selecting suitable interventions for physical health promotion is that these factors vary largely at the regional and the individual level. As a consequence, the HELPS expert network came to the conclusion that the selection of a fixed set of interventions would not meet the specific needs of a member of the target group. It was agreed The technique of Motivational Interviewing (MI) was agreed to be well suited to address this requirement. The MI approach posits that responsibility and capability for change lie within the patient. The MI therapist's task is to create a set of conditions that will enhance patients' motivation to change. Rather than relying upon therapy sessions as the primary locus of change, the therapist seeks to mobilize the patient's inner resources. Thus, MI seeks to support intrinsic motivation for change leading to sustained behaviour change. Dunn et al. [34] performed a systematic review of 29 randomized trials and showed that MI effects did not appear to diminish over time. Moreover, it has been argued that the non-confrontational style of MI is more suited to people with psychosomatic mental disorders than more confrontational methods traditionally favoured in substance use care settings. MI is well-grounded in theory and research. It draws on motivational principles derived from both experimental and clinical research. The efficacy of MI in the treatment of addiction, particularly to alcohol and tobacco, has been examined and proven in numerous studies [34] [35] [36] [37] . MI is now also used in several clinical trials to enhance positive health behaviours including diet and exercise [38, 39] . MI overall effectiveness compares favourably with other treatment approaches, and when cost-effectiveness is considered, MI performs well compared with other approaches [40] . MI in group settings has also been shown to be effective [41] . Overall, MI could be proven as cost-effective, efficient and minimally intrusive in improving physical lifestyles, e.g. through healthy diet and increased physical activity [35, 38, 39] . Nevertheless, there is a lack of research and studies in outpatient settings. Although there is wide evidence of MI effectiveness in inpatient facilities, there is no effort to examine MI in outpatient settings with people with enduring mental illness.
HELPS Toolkit development
It was agreed by the members of the expert network that the HELPS toolkit should adapt to different population needs, and that therefore varied formats for interventions were needed. As a starting point a screening tool for the examination of physical health status among people with mental illness was developed under the lead of the centre in Izmir on the basis of international recommendations. To cover the regional differences and the needs of a broad spectrum of patients identified in the focus groups, the literature review health promotion programs were developed on the basis of the Motivational Interviewing technique and on the particular experiences of network members from centres in Verona, Warsaw, Aalborg and Ulm. As a result, the HELPS toolkit is a multi-faceted set of materials including components with a special focus on promoting healthy nutrition, exercise, oral health and oral hygiene as well as decreasing tobacco and harmful alcohol consumption (available at http://www.uni-ulm. de/helps-net/index.htm). It concentrates on negotiating, agreeing on and leading the patient through individualized health promotion plans developed in partnership between individuals with mental health problems and health care staff. Mental health workers thereby support patients to develop strategies for change and manage a healthy lifestyle. One-to-one sessions are easily organised, with more time devoted to specific issues. On the other hand, the group format offers more varied feedback, social support and role models, and group sessions require fewer staff. The HELPS toolkit can be used by members of different professional groups, and it is compatible with individual and/or group-based settings. The frequency, duration and types of activity are adapted to patients' health status, goals and aspiration levels. The toolkit includes instruments to screen the physical health status of service users and to assess unhealthy behaviour (dietary habits, physical activity, tobacco and alcohol use, oral health and hygiene). It also comprises intervention programmes, booklets for clients, handouts, worksheets and educational materials introducing mental health practitioners to MI (Figures 1 and 4) . MI was used to help service users with health behaviour choices, to avoid authoritarian judgment and instructional approaches. Key principles such as expressing empathy, supporting self-efficacy, 'rolling with resistance' and assisting the client to examine discrepancies between current and desired behaviour and goals were considered pivotal [42] . In the trans-theoretical stage model [43, 44] change is seen as a process involving progress through a series of stages where the patient's readiness to change is identified in order to match materials and messages delivered to individual patient need.
The international HELPS toolkit (in English) was developed, and HELPS partners used it to develop country-specific tools translated and adapted to national settings. Country-specific toolkits are available for Austria, Bulgaria, Czech Republic, Denmark, Estonia, Germany, Italy, Lithuania, Poland, Romania, Slovenia, Spain and Turkey.
What is provided in the HELPS toolkit?
Four different health promotion programs for people with mental illness were developed by the project centres in Denmark, Poland, Italy and Germany for the international version of the HELPS toolkit. A selection of these programs was included in all national versions of the 
MI and change behaviour -KEY POINTS
• MI is a client-centred, directive approach that emphasizes listening and looking for ways to direct the interaction toward positive talk The screening and monitoring tool helps practitioners plan health promotion activities and monitor the physical health status of service users. A comprehensive assessment includes the patient's medical history, physical examination (e.g., waist circumference, body mass index, blood pressure) and laboratory parameters (e.g. lipid status). A set of recommendations for further health monitoring is also made.
c) Intervention measures
The toolkit contains several specific interventions that may be considered by health care professionals in different contexts and settings.
There are three health information booklets entitled "How to lower your cholesterol level"; "Hypertension -How to decrease your blood pressure"; and "Sex and living together: Good sex life -even when you're living with a heart disease" 2 .The motivational enhancement treatment manual is a clinical research guide for therapists treating individuals with alcohol abuse and dependence [45] . New manuals were developed to provide guidance on the use of MI in people with mental disorders with regard to nutrition, physical activity, smoking cessation, oral health and oral hygiene. These manuals are based on the MI technique [42] . They have been adapted for people with mental health problems with a particular focus on cognitive deficits and social impairment, and they include workbooks with worksheets, handouts, case studies and examples 3 .
1.
My Health -I care is a health promoting programme for psychiatric patients of inpatient and outpatient facilities developed in Poland. Aims of the programme are (1) to initiate weight loss in obese patients, (2) to modify dietary habits, (3) to encourage daily physical activity, and (4) 
2.
Physico is a physical health promotion intervention and a health education programme for community mental health services. This intervention builds upon the experience acquired in a project on health education for diet and physical exercise. It has been designed and implemented in Italy. It aims to implement health promotion strategies related to dietary habits and physical exercise in people using psychiatric services. It comprises an evaluation of patient food provided in services; educational sessions on the importance of diet and fitness; regular physical exercise under the supervision of an expert trainer; motivational interviews to foster service adherence among users, to discuss physical health condition, habits and views on diet and fitness, to monitor programme adherence and health behaviour 5 .
d) Catalogue of international intervention programmes and measures
The catalogue provides an overview of existing interventions to promote physical health. It is a collection of information, publications and contact addresses based on a search using formal and informal sources (literature research, information from professionals, internet search) from 14 European countries with HELPS partners.
e) HELPS toolkit feedback questionnaire
The toolkit includes a questionnaire for feedback. The issues covered include feasibility, acceptability, practicability, content, usefulness of intervention materials (e.g. manuals and worksheets), whether the toolkit can be implemented, and its effectiveness. Respondents give a global score per domain (yes, undecided, no), and they are given the opportunity to suggest modifications (e.g., "Which elements of the toolkit could be improved to make them more appropriate to your 5 For more information contact Lorenzo Burti or Loretta Berti, Universitá degli Studi di Verona, Verona, Italy. E-mail: lorenzo.burti@univr.it or loretta.berti@univr.it 
How does the toolkit work?
The toolkit recommends the use of the health risk assessment questionnaire and physical health status screening tool. These are seen as entry points for a health promotion intervention. Service users identified as being at risk for specific somatic health problems are guided to specific intervention measures. The health practitioner and service user establish a relationship and identify the service user's health goals and aims. They start with one of the HELPS toolkit intervention modules (as a sole measure or in combination with an intervention programme). For example, using MI the health practitioner and service user start by developing an activity plan (worksheet: HELPS Action Plan) which documents clients' personal goals for behaviour change. Action plans are individually tailored based on patient health status. The plan may address alcohol and tobacco use, nutrition intake, physical exercise or oral health and related health goals, e.g. skills training and cooking healthy meals. Health practitioners support service users in identifying personal objectives and preferred ways to achieve change. This approach is consistent with initiatives at the US National Institute for Mental Health (NIMH) calling for individually tailored interventions [46] .
During subsequent sessions, health practitioners monitor and revise progress towards the objectives identified. Sessions incorporate modelling positive reinforcement strategies to bolster self-efficacy for behaviour change, problem-solving techniques to explore barriers and to help service users modify their objectives to reach their goals. Health practitioners may refer patients for health education (e.g., nutrition consultation) or skills training. Health practitioners use MI approaches to encourage service user involvement.
HELPS toolkit feasibility study and piloting
A total of 133 mental health care workers from 10 countries participated in the feasibility study. Participants included nurses, psychologists, psychiatrists and social workers. The wide range of patient diagnoses that study participants referred to included schizophrenia, depression, alcohol dependency and (severe) personality disorder. Feedback questionnaires were completed by 93 to 95 mental health experts. As shown in Table 1 the overall toolkit was considered as having good average quality with a range from exciting to awful.
Evaluations of the different features of the toolkit are presented in Table 2 . The majority of the mental health care workers were satisfied with the toolkit and expressed the intention to use it in daily practice.
The toolkit was also assessed to fit in well with the organisational culture of the facilities where participants worked. The content of the toolkit was found to be interesting by the overwhelming majority of the participants. However, a substantial number of about 33% found that too much of the material provided in the toolkit was not very useful in daily practice. Nevertheless, the content of the toolkit was assessed as addressing patient needs and the aims of staff. The instructions and presentation of toolkit material was assessed as positive by the clear majority of participants. However, the electronic version of the toolkit was only tested by a small number of participants, and its usability was rated as being relatively poor. A majority of participants expressed the expectation that the application of the HELPS toolkit would have positive effects on physical health, psychological well-being and health behaviour among persons with SMI. Adverse effects of the toolkit were only expected by very few participants. Nevertheless, about 25% of the participants were not convinced that applying the toolkit would have no adverse effects.
Verbal comments on feasibility and acceptability were generally positive. There were some concerns about correct implementation and use in the absence of health promotion specialists, e.g., dieticians or sports therapists, who may not be available in mental health care facilities, as well as a lack of supervision of MI. Most participants mentioned being unfamiliar with the MI concept and requested more training. Manageability and practicability were rated as fairly good to moderate. There was concern regarding the training time required for MI. The paper-based and electronic versions of the assessment questionnaires were considered feasible, and visual features such as worksheets and handouts (e.g., Readiness scale and Action plan) were thought to be appealing and easy to use.
Mental health workers reported improvements in therapeutic relationship and positive feedback from service users following HELPS toolkit use. MI appeared to be useful in enabling service users to be more confident and self-assertive. Moreover, professionals were rated by users as being allies stimulating their inner drive for healthy behaviour. Service users would communicate and discuss somatic complaints and unhealthy behaviour more openly, and they appeared more dedicated to lifestyle change following toolkit use. People with mental illness enrolled in the HELPS intervention reported health benefits in a variety of domains. They managed to reduce waist circumference and reported improvements in body fitness, overall health status and mental health functioning. Statements by professionals indicate that the toolkit was successful in empowering people with mental health problems to improve self-efficacy (e.g., via social activities such as sport groups, courses for learning healthy cooking and self-help groups). Developing an electronic hyperlinked version of the toolkit was suggested as one way of improving it. The use of visual media and group sessions for families was considered useful. Health care professionals noted a need for coaching.
Discussion
Substantial evidence suggests that people with mental disorders engaging in health promotion interventions such as physical exercise, diet change, smoking cessation, reduction of alcohol consumption and other lifestyle changes can modify health behaviour and improve their physical health (e.g. reduction in risk of diabetes or heart attack) and overall health (e.g. improvements in emotional well-being) across their lifespan [23, 24, 47] . There is some evidence regarding individual health promotion interventions to reduce physical co-morbidity (e.g. physical activity programmes). HELPS was a project aimed at the promotion of physical health among mental health service users in European countries.
The general objective of the HELPS project was to provide simple, evidence-driven tools across Europe to promote physical health of people with mental illness. Preliminary pilot data on the implementation of the HELPS toolkit support its feasibility and acceptability in different service contexts in a number of health systems. Users reported that the intervention was useful and respectful, that it would help in dealing with somatic complaints and support people with mental health problems in making progress towards their "healthy goals". These early feasibility findings are consistent with other reports that people with mental health problems can improve their physical and mental health [48] . Use of one or more components of the HELPS toolkit offers opportunities for individuals to adopt health-promoting lifestyles. Professional toolkit users choose how best to use the toolkit in their work settings (e.g. by adapting it to their health system, service practice, working time, number of contacts with patients, infrastructure and financial resources). The toolkit strengthens empowerment and autonomy. Monitoring of toolkit use and health outcomes will be important. Lack of fidelity in implementation can be a barrier to success. It will be critical to determine what actual impacts there are in terms of sustained health behaviour change and longer term health outcomes.
Limitations and Strengths
Limitations of focus group interviews (with mental health professionals and people with mental illness) and expert consultations (e.g. Delphi rounds) used in developing the toolkit include selection bias and response bias. The HELPS toolkit needs to be tested in a controlled trial. The feasibility study was limited by a brief followup period (3 months) and small number of staff and service users included in feasibility interviews, and there is no data on the retention of service users in the HELPS intervention. There was no control for effects of specific health practitioners and therapeutic relationship. Major physical illnesses are caused by multiple factors associated with health outcomes (e.g., poor nutrition combined with sedentary lifestyle increases the risk for metabolic health problems). Little is known about factors that facilitate or impair success in multiple-component health interventions [49] . A composite index of overall behaviour change including empowerment and quality of life would be helpful. MI is time-consuming and costly, and this may impair implementation of the HELPS toolkit.
Some strength should be noted. The HELPS toolkit adds to existing measures by being feasible across a range of settings in European health care systems, and it is freely available online in 12 languages (http://www.uni-ulm.de/helps-net/helps_toolkit.htm). MI is one of the most promising approaches to facilitating behaviour change in at-risk populations [50] . In the framework of the HELPS toolkit, MI can be used as a stand-alone intervention or in combination with other health promotion interventions. Use of the toolkit can increase healthcare workers' awareness of their role in the detection of somatic illness in their clients, improve communication and contribute to a health-promoting environment. Skills acquired during the HELPS intervention could place service users on a trajectory of aftercare that 
Conclusion
The HELPS project is unique in its integrative approach to promoting the physical health of people with mental disorders in residential and community settings, and it addresses barriers to health promotion. The HELPS project adds to clinical practice by (1) being individually tailored to address the needs of people with mental disorders, (2) targeting people with all mental disorders, (3) including those living in the community, (4) being adaptable to varied mental health care settings, and (5) being available at no cost in a number of European languages.
Performing controlled trials to evaluate effectiveness is the next step. Outcome assessment should focus on traditional domains of physical health management (e.g. markers of metabolic syndrome or of cardiovascular health) and outcomes related to empowerment and quality of life. Follow-up assessments are needed to determine whether gains are maintained over time. Finally, costs and cost effectiveness of health promotion interventions such as the HELPS toolkit should be evaluated to inform policy and practice.
